Aims: Studies of the effects of childhood adversities often use psychiatric diagnoses and focus on physical or sexual abuse. This study explored relationships between a broader range of adversities and both diagnoses and specific symptoms.
BEYOND DIAGNOSIS AND ABUSE 3 Understanding the effects of childhood adversities: Beyond diagnosis and abuse
Research has demonstrated that adverse events and circumstances can have important negative effects on psychological, social and biological development during childhood and adolescence (Briscoe-Smith & Hinshaw, 2006; Fergusson & Horwood, 1999; Maguire et al., 2015; Meller, Kuperman, McCullough, & Shaffer, 2016; Teicher & Sampson, 2016) . The literature investigating the extent and nature of those effects inevitably deploys varying definitions and types of adversity as well as varying types and specificity of outcomes. This has led to variation in the findings about the overall strength and pervasiveness of the relationship between childhood adversity and negative outcomes. It has also led to inconsistency in conclusions about which specific negative outcomes are related to adversity in general and to which adversities in particular.
Furthermore, professional membership can influence research design and interpretation of findings. Psychiatry, for instance, tends to use diagnoses, rather than behaviours or emotional states, as outcome measures; and also tends to prioritise bio-genetic aetiological factors over psycho-social factors (Nigg & Craver, 2014) . A popular psychiatry textbook (Sadock & Sadock, 2005; 2014) makes no mention of any childhood adversities when explaining the aetiologies of Early Onset Bipolar Disorder, Learning Difficulties, Autism, or Obsessive Compulsive Disorder but states that childhood adversity is definitely a causal factor for Conduct Disorder, Oppositional Defiant Disorder and, of course, PTSD. For example, the 2014 edition's section on Conduct Disorder not only argues that "socioeconomically deprived children are at higher risk" and that "parental psychopathology, child abuse and negligence often contribute to conduct disorder" but goes on to identify the intergenerational nature of these processes: "many such parents were scarred by their own upbringing and tend to be abusive, negligent, or engrossed in getting their own needs met" BEYOND DIAGNOSIS AND ABUSE 4 (Sadock & Sadock, 2014, p. 95) . Some diagnostic entities were not thought to be related to childhood adversity in 2005 but were by 2014, including Depressive Disorder, Generalised Anxiety Disorder, and Separation Anxiety. By 2014 it was also acknowledged that "children and adolescents with schizophrenia are more likely to have a premorbid history of social rejection" (Sadock & Sadock, p. 167) .
The textbook's position on ADHD is complex. The 2005 edition devoted 20 times more space to biological causes than to "environmental factors", most of which were biological, such as lead exposure, delivery complications and maternal smoking during pregnancy. The textbook states: "For children who live in chronically stressful multiproblem circumstances it is difficult to determine whether the symptoms reflect expression of underlying anxiety or depression, a problem with parenting or socialization, a genetically influenced biological problem, or some interaction with a number of these factors,' (Hechtman, 2005, p. 3186) . By 2014 we read that "Stressful psychic events, disruption of family equilibrium, and other anxiety-inducing factors contribute to the initiation and perpetuation of ADHD", but that "ADHD is believed to be largely transmitted genetically", and that "socioeconomic status does not seem to be a predisposing factor" (p. 80), despite evidence to the contrary (Nigg & Craver, 2014; Russell et al., 2014) .
Some studies that use diagnoses as outcome measures have found relationships with one or more childhood adversities, typically sexual or physical abuse. PTSD and ADHD may be the two most commonly diagnosed disorders in children with a history of abuse (McLeer, Deblinger, Henry, & Orvaschel, 1992; Weinstein et al., 2000) . A large proportion of children who have experienced abuse and maltreatment develop PTSD (Briscoe-Smith & Hinshaw, 2006; Weinstein et al., 2000) . Research investigating children with a history of maltreatment have also consistently found higher than expected rates of ADHD (Endo, Sugiyama, & Someya, 2006; Merry & Andrews, 1994; Stern, Lynch, Oates, Otoole, & Cooney, 1995; BEYOND DIAGNOSIS AND ABUSE 5 Webster, 2001 ). Other diagnoses that are common among children with a history of maltreatment are anxiety, depression, and dissociative disorders (Endo et al., 2006; Merry & Andrews, 1994; Stern et al., 1995) . A review of 36 studies found that:
Across the majority of studies, conduct disorder was significantly and directly related to child sexual abuse, especially repeated sexual molestation and abuse involving penetration. The association between child sexual abuse and conduct disorder was not confounded by other risk factors, such as gender, socioeconomic status, school achievement, substance problems, physical abuse, parental antisocial behaviour or substance problems, parent-child relationships, and family disruption, conflict, or violence. Evidence for a significant interactive effect between child sexual abuse and monoamine oxidase A gene on conduct disorder was scant. (Maniglio, 2015, p. 241) .
Other studies of diagnoses, however, have not found the relationships noted above. A study of 295 children using a psychiatric outpatient clinic found that 'polyvictimization' was related to severe externalizing problems and psychosocial impairment, but unrelated to any diagnosis other than PTSD (Ford, Wasser, & Connor, 2011) . Similarly, among 397 inpatient child psychiatry admissions, 'complex trauma' (defined as physical or sexual abuse with multiple perpetrators, extensive out-of-home placement and severe parental impairment) was related to severity of behavioural problems and to lower body mass index, but not to any psychiatric diagnoses (Ford, Connor, & Hawke, 2009 ).
Many studies avoid diagnoses and focus instead on measureable behavioural or emotional outcomes. An early review concluded:
Problems most frequently associated with physical abuse include aggressive behaviour, social maladjustment, low self-esteem, and developmental delays.
Neglected children are often significantly delayed in mental, motor, language and social development. Depression, actual or attempted suicide, and promiscuous BEYOND DIAGNOSIS AND ABUSE 6 behavior are the most commonly reported problems of sexually abused children" (McLaren & Brown, 1989, p. 1) .
Most studies exploring whether there are specific relationships between certain types of adversity and specific types of behaviours or 'symptoms' have continued to focus on physical or sexual abuse, or, to a lesser but growing extent, neglect. Physical abuse, for example, has been specifically linked to externalizing behaviours (Briscoe-Smith & Hinshaw, 2006) . A population based study of over 14,000 adolescents found that although both the inattention and hyperactivity symptoms of ADHD were associated with neglect and physical abuse, only inattention was associated with sexual abuse (Ouyang et al., 2008) . Emotional abuse, however, has been increasingly studied in the past decade (Maguire et al., 2015) .
The current study sought to replicate studies that have used both diagnoses and more specific outcomes when exploring relationships between various adversities and outcomes (e.g. Ford et al., 2009; 2011) and hypothesised that, like the previous studies, the more specific outcome measures would be more informative. The study also, however, broadened the exploration beyond abuse and neglect to include a total of 14 types of childhood adversity and their relationships with 10 symptom clusters linked to 10 diagnoses and to 38 specific symptoms, as well as to risk to self, risk to others and overall functioning.
Method Participants
The participants in the study were clients of a New Zealand child and adolescent mental health service [CAMHS] . This CAMHS is a publicly funded, community service that provides assessment and treatment for children and adolescents with a known or suspected mental health problem, usually at times of urgency or crisis. Of the 369 recently closed files that had been made available by the CAMHS, 217 were randomly selected from each of six age groupings in order to have an approximately even distribution of age. All of the BEYOND DIAGNOSIS AND ABUSE 7 participants had had face to face contact with at least one mental health staff member of the service during the period covered by the study.
Measures
The electronic clinical records of these 217 children and adolescents were analysed.
Information from the records was recorded by hand on a purpose-designed three-page data collection form, based on the form used in a similar study (Read, Agar, Argyle, & Aderhold, 2003) . Information was recorded regarding demographics, symptoms, clinical diagnoses, risk assessments and global assessment of functioning (GAF). Diagnosis was recorded if a formal diagnosis was stated on the front page of the file. Some participants had more than one formal diagnosis and all of these were recorded and included in the data analyses. In order to assess inter-rater reliability, the two researchers independently entered the information from 20 data collection sheets into SPSS. An overall percentage of accuracy for symptoms and adversities was calculated. This was assessed by calculating the total number of errors for the coding of both 'yes' and 'no' for all symptoms and adverse childhood events, and then calculating an overall percentage of accuracy between the two researchers. This process was repeated three times, until the level of consistency at all levels was 97.0% for symptoms and 93.5% for adversities. The remaining data collection sheets were entered into SPSS using the refined definitions and rules, which were intentionally conservative so as to reduce the probability of false positives. While space does not permit all these rather lengthy definitions (available on request), some examples of entries in the medical records that did not meet the criteria for inclusion in the study, i.e. were not sufficiently clear, severe or frequent, follow. 
Data analysis
Thirty-eight symptoms were grouped into ten symptom clusters (comprised of between two and seven symptoms) based on the criteria for corresponding DSM-IV-R diagnostic categories. For example, there were three ADHD variables: Inattentiveness, Hyperactivity, and Impulsivity. Therefore, if a participant had all of the ADHD symptoms this would give an ADHD cluster score of 3. The other clusters, listed in Table 1 , were for PTSD, Psychosis, Conduct Disorder, Oppositional Defiant Disorder, Mood Disorders, Anxiety Disorders, Eating Disorders, Learning Disorders, and Aspergers Syndrome.
TABLE ONE ABOUT HERE
Descriptive data (means, standard deviations, frequencies) were used to examine the sample characterises in terms of symptoms, diagnoses and childhood adversities.
Relationships involving categorical variables, such as between diagnoses and gender, or specific adversity, were examined using chi-square tests of association ( 2 ), or, where expected cell sizes were less than five, Fisher's exact test. Relationships between continuous variables, such as total number of adversities, GAF scores and symptom cluster scores, were tested using the Pearson correlation coefficient (r). Group mean differences were examined using independent sample t-tests (two-tailed).
Because of the large number of analyses, results were only considered statistically significant if the p-value was less than .01, so as to reduce the probability of Type 1 errors,
i.e. false positives.
Results

Sample characteristics
Of the 217 participants in the study, 52.1% were female. The participants ranged in age from two to 18 years, with a mean of 12.39 (SD = 4.18). Just over half (52.5%) were 13 years or younger. The majority (58.5%) were European, 15.7% were Maori, 11.5% were Asian, 8.8% were Pacific Islander, and 5.5% were of 'other' ethnicity.
Diagnoses
Most (80.2%) of the participants were given at least one formal diagnosis, 21.2% had two and 11.9% had three or more. The 20 diagnoses allocated at least five times are listed in Table 2 . The most frequent were Depression NOS -27 (12.4%) and ADHD -25 (11.5%).
Females had significantly higher rates of Major Depressive Disorder 
Adversities and overall functioning
The Global Assessment of Functioning (GAF) measure (estimated for only 92 participants in the medical files)[A1] was significantly correlated with total number of adversities (r = .34, p < .001). No individual adversity was independently related to GAF. Table 3 shows that the mean number of adversities was significantly correlated to both Risk to Self (r = .31, p < .001) and Risk to Others (r = .23, p < .006). Risk to Others was BEYOND DIAGNOSIS AND ABUSE 13 specifically related to Domestic Violence ( 2 = 9.1, p = .007) and Emotional Abuse ( 2 = 9.1, p = .007). No individual adversity was significantly related to Risk to Self.
Adversities and risk
TABLE THREE ABOUT HERE
Discussion
Firstly, this study confirms many others (summarised in the introduction) that have, over the past two decades, repeatedly found that a broad range of adverse events and circumstances in childhood are predictive of a broad range of negative outcomes later in childhood and in adolescence, including not only a range of specific behaviours and feelings, but global functioning and risk to self and others. It seems that efforts to understand the mental health problems, including suicidality, of children and adolescents, from a narrow biomedical perspective are, or should be, behind us.
The value of detailed studies
Secondly this study suggests that when trying to establish, or understand, the relationships between adversities and distress in childhood and adolescence, psychiatric diagnoses can be limiting. If the current study had relied exclusively on diagnosis, as many studies still do, the problems of children with 18 of the 20 diagnoses would have been deemed irrelevant to overall level of adversity. However, a focus on the specific behaviours and feelings that are sometimes categorised as symptoms, and on a broader than usual range of adversities, reveals that 11 of the specific symptoms of a range of diagnoses were significantly related to one or more adversities. For example, besides replicating the established relationship between sexual abuse and the symptoms of re-experiencing and hyperarousal that are typically associated with PTSD, we find that another PTSD symptom, avoiding and numbing, is associated not with sexual abuse but with loss. We also see BEYOND DIAGNOSIS AND ABUSE 14 relatively new, intriguing, findings such as the rule violation symptom of Conduct Disorder being predicted not just by physical abuse, but, even more strongly, by parental substance abuse.
Thirdly, a focus only on the most studied adversities, such as sexual and physical abuse, would have missed important pieces of the puzzle for this sample of young people. For example, domestic violence predicted both hyperactivity, an ADHD 'symptom, and the aggression symptom of conduct disorder. Within psychosis, catatonic/disorganised behaviour was predicted by child neglect, and negative symptoms were predicted by growing up in poverty.
Informing aetiological theory
This more detailed approach, covering broad ranges of specific adversities and specific behavioural and emotional outcomes, may also inform our understanding of the processes by which the outcomes develop. This approach has proved valuable when exploring pathways linking specific childhood adversities to specific psychotic symptoms and experiences (Bentall et al., 2014; Longden, Sampson, & Read, 2016; Read, 2013) . In one study, of 13 different types of childhood adversity, the most predictive of psychosis symptoms were poverty and the rarely studied variable of fostering or adoption (Longden et al., 2016 ).
In the current study the sample size may not be large enough and the design sufficiently robust (see Limitations) to reach definitive conclusions about causal relationships. Nevertheless, it does raise some interesting questions. Is it possible, for instance, that the very strong relationship between the substance abuse of parents and the rule violation of their children indicates a role for social learning rather than just seeing the rule breaking as a symptom of a bio-genetically based mental illness called conduct disorder?
Should we wonder about the same issue when we find a relationship between domestic violence and the 'conduct disorder' symptom of aggression? We also find that the 'negative symptoms' of 'schizophrenia', until recently thought to be the most bio-genetically based of all 'mental illnesses', are powerfully predicted by not only by overall number of adversities in general, but also specifically by growing up in poverty. Parental mental health, a potential proxy for genetic influence (intergenerational transmission is no proof of genetic involvement), was unrelated to all the diagnoses, all the symptom clusters and all but one (avoidance/numbing) of the 38 specific symptoms.
It may also be particularly noteworthy that not only were both suicide risk and risk to others predicted by overall level of adversity suffered, but risk to others was specifically linked to emotional abuse and domestic violence, another relationship that might have been missed a decade or more ago with our greater focus then on sexual and physical abuse.
Practical implications
There are two final, perhaps obvious, implications of these kinds of findings. The first is the need for routine inquiry about a broad range of adversities in child and adolescent mental health services. Just as it is helpful in a research setting to look behind hypothesised diagnoses it can be very important, when planning treatment or support strategies, to explore specific difficulties in the child's real world, and the factors that caused and maintain them.
There is a need for comprehensive initial assessments that gather information from a variety of sources such as the child or adolescent, their family, school, and other relevant services involved with the child. Comprehensive assessment is crucial in identifying the complex needs, areas of risks, and available resources of these children, their families, and professionals involved in their wider system (Kisiel, Fehrenback, Small, & Lyons, 2009 ).
Furthermore, a thorough assessment ensures that treatment is tailored to meet the needs of the child and their family. The few studies that have been conducted in this area have all, to the best of our knowledge, been in adult services. They have all found inadequate levels of both BEYOND DIAGNOSIS AND ABUSE 16 inquiry about adversities and response to disclosure Agar, Read, & Bush, 2002; Hepworth & McGowan, 2013; Posner, Eilenberg, Friedman, & Fullilove, 2008; Read, Sampson, & Critchley, 2015; Rossiter et al., 2015) . Agency policies on this issue will probably be ineffective unless the barriers to asking and responding are identified and addressed (Young, Read, Barker-Collo & Harrison, 2001) , and training is introduced on how, when and how to ask, and how to respond (Read, Hammersley, & Rudegeair, 2007) . Any positive changes that result are more likely to be maintained if there have simultaneously been to nurture or create a 'trauma-informed' framework for the service (Bateman, Henderson, & Kezelman, 2013; Muskett ,2014; Rose, Freeman, & Proudlock, 2012) .
The second is the need for primary prevention programmes targeted at all the adversities in childhood that we know can have long-lasting effects on our development through childhood and adolescence into adulthood, and, when we become parents, into the next generation (Albee, 1985) . A focus on the first three to five years of life would seem to be the most effective approach (Allen, 2011; Perry, 2013) .
Future research
Replication of this study with a much larger sample would be desirable. Research into the extent to which child and adolescent mental health services are asking about a broad range of adverse events, and responding appropriately to positive responses is urgently needed.
Limitations and strengths of the study
A cross-sectional audit is not as robust as a prospective design in terms of establishing causal relationships. This study only included child and adolescent clients at a New Zealand CAMHS so the findings may not be generalizable to all children and adolescents. The The researchers, however, went through a stringent inter-rater reliability check process. This helped to reduce any potential rater bias of what was included in the study as a symptom or adverse event. Furthermore, the files used in the study offered very detailed and comprehensive information regarding the young person's presenting problems, background history, and treatment plan. Every file was read in its entirety, including clinical notes, forms, and assessment sheets. This provided a rich and comprehensive source of data.
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